The presence of a diaphragmatic hernia may be revealed, often unexpectedly, in the course of an X-ray investigation when symptoms and physical findings are vague. The case recorded is of a riglit-sided diaphragmatic hernia coming through an unusual opening in the central tendon of the diaphragm. The sac contained transverse colon and omentum, the transverse colon being the site of multiple diverticula. At first the condition was asymptomatic, but later produced an acute attack of intestinal obstruction, which subsided, to be followed by breathlessness and chronic indigestion. These were relieved by repair of the hernia.
Mrs. E. P., aged 51, an active woman of small stature and somewhat heavy build, employed as a clerk of works, enjoyed good health until two years before admission to hospital, when she had a sudden severe attack of acute epigastric pain accompanied by vomiting and followed by diarrhoea and the passage of red blood in the stools.
This acute phase lasted thirty-six hours. From that time she was never well, and suffered from frequent epigastiric pain coming on during or immediately after meals. Often she had a bitter brown vomit and suffered a good deal from heartburn, flatulence and a dull ache in the epigastrium interfering with sleep. The appetite became poor and the bowels irregular. There was some dyspnoea, but 110 gross cyanosis or cardiac embarrassment.
The abdomen showed 110 palpable abnormality ; the liver dullness was normal ; 110 gross lesion was found on either pelvic or rectal examination ; the base of the right lung was dull to percussion anteriorly and air entry was diminished.
A straight film of the chest showed, in the right lateral view, a well defined opacity occupying the anterior two-thirds of the lower chest. A barium enema showed the mid-transverse colon in the right side of the chest, and on evacuation of the barium numerous diverticula of the colon were seen within the thoracic cage ( Fig. 1) .
A thoracotomy was carried out ou the right side through the bed of the eighth rib.
Fine filmy adhesions between the parietal and visceral pleura and the diaphragm were separated, and a hernia through the right dome of the diaphragm, about tlie size of a small melon, exposed. The diaphragmatic pleura covering the sac was incised and separated. Convalescence was quite smooth. A barium enema showed that the transverse colon was in its normal position and on dismissal she was entirely symptom free, having no abdominal pain or digestive disturbance, and she was sleeping well.
The site of the hernia was unusual, situated as it was just lateral and posterior to the caval opening on the right dome of the diaphragm. Fig. 2 illustrates the usual sites of diaphragmatic herniae, and the relative incidence of occurrence.
It will be seen that the hiatus in this case was situated well forward 011 the dome ?f the diaphragm, and although protected by the liver below, the opening was not occluded, and the transverse colon and omentum came up behind, then over the dome of the liver, through the opening in the diaphragm into a peritoneal sac. Ihis suggests a congenital defect in the development of the right side of the diaphragm, through the central tendon developed from the septum transversum and the fused ventral mesentery.
On this assumption it would appear that the patient reached forty-nine years of age without symptoms, and with average health, in spite of gross displacement of the abdominal viscera within the thorax. Then, suddenly, obstruction developed producing distension of the abdomen, vomiting, constipation, diarrhoea, and red blood in the stools, accompanied by the typically thoracic symptoms, chest pain, dyspnoea, and difficulty in swallowing. The acute attacks subsided, but both the thoracic and the abdominal symptoms persisted in a milder chronic form. The cause of the obstructive incident was probably similar to that of incarceration of an inguinal hernia but nothing in the patient's story suggests that there was any sudden increase in intra-abdominal pressure immediately preceding it.
